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Approach 


Figure 5.3A PA Chest Radiograph 


Figure 5.3B Lateral Chest 
Radiograph 
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Below Hemidiaphragms 

Hila 

Anterior Mediastinum and Sternum 
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Figure 5.4 Positioning for a Posterior- 
Anterior Chest x-rav 
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Figure 5.5 Positioning for a Lateral 
Chest x-ray 


Figure 5.6a Line Drawing of AP 
Chest x-ra 
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Figure 5.6b Line Drawing of Lateral 
Chest x-re 
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NORMAL CHEST X RAY 


Figure 8.2 (4 Normal chest X-ray (a) The posteroanterior view shows: (1) aortic knuckle: (2) left heart ... 
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aortic knuckle: 


left heart border formed by the lateral 
border of the left ventricle: 


left hilum, formed mostly by the left main 
pulmonary artery and partly by the left 
upper pulmonary veins: 


right heart border formed by the right 
atrium: 


inferior angle of the scapula: 
right basal pulmonary artery: 
medial aspect of the left clavicle; 
spine of the scapula; 

right cardiophrenic angle: 


superimposition of the right lateral margins 
of the superior vena cava and the ascending 
aorta. (b) The lateral view shows: 


. anterior border of the trachea: 


. pulmonary vein, entering the left atrium: 


oblique fissure: 
left hemidiaphragm, 
right hemidiaphragm. 


HEART SILHOUETTE ON CHEST X- 
RAY 
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Normal chest x-ray: What to look at 
first 
eCARDIAC SHADOW 


e RIGHT/ LEFT LUNGS 
e BONY FRAMEWORK 


Figure 8.1 Normal PA Chest x-ray, 
Labelleg 
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Figure 8.2 Normal Lateral Chest x-ray, Labelled 
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Figure 9.3 X-ray of Endotracheal 
Tube. 
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Figure 9.4C PICC - Feripherally inserted Central 
Vein Ca thamig 
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Figure 9.4A Internal Jugular Line. 


Dr Rookayah Rawat 


Figure 9.4B Subclavian Line. 
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Figure 9.6 Nasogastric Feeding Tube. 


l 


Dr Rookavah Rawat 


Figure 9.7 Large Caliber Pleural Drains 
(bilatere | 
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PTB LUL- CAVITY 


FIGURE 24.45 (4) Radiographs showing pleural effusions. A. Small. B. Large. 
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Large Plural Effusion - CA 


D D/NNI/CLIL IC 


Neural effuslofisokavah Rawat 


Figure 9.14 Chest X-ray displaying 
large bilateral pleural effusions. 
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FIGURE 24.33 (4 Chest X-ray showing lobar pneumonia. 


Dr Rookayah Rawat 


LINGULA PNEUMONIA 
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LLL PNEUMONIA 
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RLL PNEUMONIA 


RML PNEUMONIA 
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RUL PNEUMONIA 
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Slow resolving Pneumonia, CA 
Bronchus 


Figure 9.1/A AP Chest x-ray, 
Pneumonla. 
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Figure 9.17B Lateral Chest x-ray, 
Pneumonla. 
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Figure 9.18A Pediatric Chest x-ray. 
Rounded Pneumonia 
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Pulmonary, pleural and laryngeal TB 


Smear and culture of: 
Sputum (22 samples increase 
diagnostic yield) 
Induced sputum (inhaled 
hypertonic saline, which induces 
coughing): diagnostic yield 
comparable to bronchoscopic 
samples 
Bronchoalveolar lavage fluid if 
cough unproductive and induced 
sputum not possible 
Aspiration of pleural fluid and 
pleural biopsy 
Gastric aspirates - can be useful in 
paediatric disease 
Nasoendoscopic or bronchoscopic 
examination/biopsy of vocal cords 
with biopsy for smear/culture and 
histology in laryngeal disease 


Millarv TB 


Blood cultures 

Bronchoalveolar lavage fluid (usuallv 
smear-negative but culture-positive) 
Lumbar puncture should be 
performed in all cases, unless 
contraindicated, to assess for CNS 
involvement (affects treatment 
duration) — see below 

Sampling of other involved organs 


often necessarv 
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Another important finding that you should not 
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Miliary tb 1 


Dr Rookayah Rawat 


Miliary tb 2 
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Chronic ptb 
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Chronic tb 2 
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LUNG ABSCESS 
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PNEUMOTHORAX 
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Mediastinal Widening, CA Bronchus 


Medlastinal widening or hilar 
adenopathy 
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Collapse, CA Bronchus RUL 
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Figure 9.15A Chest x-ray displaying 
metastatic lung disease. 
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Figure 9.15B Chest x-ray displaying 
metastatic lung disease. 
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SARCOIDOSIS (BHL) 


TG 
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Figure 9.9 Post-Operative Atelectasis: Linear 
or Plate Like Atelectasis: Left Lower Lobe 
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Figure 9.10 Resorptive Atelectasis. Endotracheal tube 
in right main bronchus. Totally atelectatic left lung and 
atelectasis of right upper lobe 
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Figure 9.11A Passive Atelectasis. 
Large Pleural Effusions 
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Figure 9.12A PA Chest x-ray of Left 
Upper Lobe Collapse 
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Figure 9.12B Lateral Chest x-ray of 
Left Upper Lobe Collapse 


Figure 9.16A Chest x-ray displaying 
Lobar Consolidation/Collapse. 
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Figure 9.16B Lateral Chest x-ray 
displaying Lobar Consolidation/Collapse. 


Figure 9.19A AP Chest x-ray, 
Pneumothorax, Small. 


Dr Rookayah Rawat 


Figure 9.21A AP Chest x-ray, 
Pneumothorax, Tension 
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Figure 9.22A PA Chest x-ray 
displaying moderate COPD 
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Figure 9.22B Lateral Chest x-ray 
displaying moderate COPD 


Figure 9.23A PA Chest x-ray 
displaying severe COPD. 
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Mass leslon 
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Figure 9.24A PA Chest x-ray 
displaying a solitary lung nodule 
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Figure 9.24B Lateral Chest x-ray 
demonstrating a solitary pulmonary nodule 
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Figure 9.25 Chest x-ray displaying 
multiple lung nodules 
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bronchopneumonia 1 
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bronchopneumonia 2 


Bronchopneumonia due to pseudomonas 
Reynolds JM and Banerjee AK, Corr Op Pulm 2012; 18: 196 
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Copd 1 
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Covid 1 
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Covid 3 
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Covid 4 
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Covid 5 
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Covid 6 
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Hpoa 1 
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Hpoa 2 
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CVS 


Dextrocardia 
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Dextrocardia 2 
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Figure 8.3A Chest x-ray with an enlarged heart shadow. 
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Figure 8.4A Chest x-ray: AP, enlarged aortic knob. 
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Pulmonary Odema: Before/ After 
Treatment 


320px-PulmEdema[1] 
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Figure 8.7A PA Chest x-ray 
displaying 


MITRAL-STENOSIS 


A plain postero-anterior chest X-ray of a 
patient with mixed mitral valve 
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AORTIC STENOSIS 
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FIGURE 23.121 (4 Chest X-ray showing a pericardial effusion. The heart appears globular. 
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ccf2 
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ccf3 
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Border of left atr 


Dr Rookayah Rawat 


Kerley b line 


Dr Rookayah Rawat 


Dr Rookayah Rawat 


(N 
E 

> 
—1 


Dr Rookavah Rawat 


Tako-tsubo cardiomyopathy 


e Tako-tsubo cardiomyopathy, also known as stress-induced 
cardiomyopathy and “broken heart syndrome”, was first described in 
1990 by Sato et al and is becoming increasingly recognized as an acute 
cause of cardiac dysfunction. The classic clinical presentation is similar 
to that of an acute myocardial infarction with substernal chest pain, ST 
elevations in the precordial leads and modest elevations of cardiac 
enzymes. However, when cardiac catheterization is performed, no 
culprit lesions can be identified. 


e Although the most common presenting symptom is acute substernal 
chest pain, some patients may present with dyspnea or even 
shock. Most patients are between 60 to 75 years old, postmenopausal 
women, and present with an acute medical illness or report being 
under intense emotional stress. Death of a close relative is the stressor 
reported most frequently earning it the name “broken heart 
syndrome”. Although the incidence of Tako-tsubo cardiomyopathy is 
currently unknown, it has been reported to account for approximately 1 
percent of suspected acute coronary syndromes and the incidence has 
been shown to increase following disasters such the Mid-Niigata 
Prefecture earthquake. In-hospital mortality ranges from 0 to 8 percent 
and most patients who survive the acute episode recover normal LV 
function within two to four weeks. 


e The name tako-tsubo cardiomyopathy comes from the peculiar shape 
of the left ventricle seen during intra-cardiac ventriculography which 
resembles a Japanese pot used for catching octopuses called a “tako- 
tsubo”, literally meaning “octopus pot.” 
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THE END 


THE END 


